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Attachment 3.1-A 
Pa e 4c 
s t a t e  Georgia 

1Ob. EPSDTDENTAL 

All medically necessarydental services willbe provided to all recipients under age 21 
when these services are provided at intervals that meet reasonable standards of dental 
practice, as determined bythe State after consultationwith recognized dental 
organizations involved with child health care, andat such other intervals, indicated as 
medically necessary, to determine theexistence of a suspected illness or condition. 

Prior Approval is requiredfor the following dental services: 

Emergency services are exempt from prior approval but must besubmitted for post
treatment review. 

Hospital admissions, inpatient andoutpatient. 
Root canal therapy. 

Anesthesia includingnitrous oxide, intravenous sedation andgeneral anesthesia. 

Chemotherapy, therapeutic. 

Other drugs andmedicants. 

More than two denture adjustments, one laboratory relining,or two tissue conditionings 

per recipient, per calendar year. 

Catastrophic procedures, except emergency treatment. 

Orthodontic treatment. 

Dentures. 

Management ofdifficult children. 

Hospital time/consultation 

Periodontal Services. 

Alveoloplasty withextractions. 

Alveoloplasty withoutextractions. 

Ambulatory Surgical Center Outpatient Admissions. 

TN NO. 02-012 

Supersedes Approved January 28, 2003 Date October 1. 2002
Effective 
TN NO. 01-018 



. .  3.1 Attachment-A 
Pa e 4c 
s t a t e  Georgia 

lob. EPSDTDENTAL 

All medically necessarydental serviceswill be provided to all recipients under age 2 1 
when these services are provided at intervals that meet reasonable standards of dental 
practice, as determined by the State after consultation with recognized dental 
organizations involved with child healthcare, and at such other intervals, indicated as 
medically necessary, to determine the existence ofa suspected illness or condition. 

Prior Approval is required for the following dentalservices: 

Emergency services are exempt from prior approval but must besubmitted for post
treatment review. 

Hospital admissions, inpatient and outpatient. 

Root canal therapy. 
Anesthesia includingnitrous oxide, intravenous sedation and generalanesthesia. 
Chemotherapy,therapeutic. 
Other drugs and medicants. 
More than two denture adjustments, one laboratory relining,or two tissue conditionings 
per recipient, percalendar year. 
Catastrophic procedures, except emergency treatment. 
Orthodontic treatment. 
Dentures. 
Management ofdifficult children. 
Hospital time/consultation. 
Periodontal Services. 
Alveoloplasty withextractions. 
Alveoloplasty without extractions. 
Ambulatory Surgical Center Outpatient Admissions. 

TN NO. 02-012 

Supersedes Approved January 28,  2003 Date October 1, 2002
Effective 
TN NO. 01-018 


